Steatorrhoea and diarrhoea follow all types of gastric surgery but their incidence is probably highest when vagotomy is performed. This investigation was undertaken in an attempt to answer the following questions: What is the incidence of diarrhoea and steatorrhoea after vagotomy accompanied by either pyloroplasty or gastrojejunostomy? Is there a significant difference in the incidence of steatorrhoea and diarrhoea with these two types of drainage procedure? What effect does steatorrhoea, or diarrhoea, or both, have on the patient's body weight?
MATERIAL AND METHODS
All the patients were male and had been operated on between one and two years before the time of investigation. These patients were called for interview and 66 complied. They were questioned regarding the result of their operation and their bowel habits before and after surgery. They were asked to collect their stools for three consecutive days. The number of patients in each group, their age, time from operation, and the number of satisfactory specimens received are summarized in Table I . As all the patients had a normal appetite it was assumed that their daily intake of fat would be between 50 and 150 g. and that the normal faecal fat level should not exceed 5 g. per day. Faecal fat levels were estimated by the method based on that described by Van de Kamer (1958) and recommended by Frazer (1960 incidence of frank diarrhoea (4 5 %) is very similar to that given by Feggetter (1959) but much less than that given by the other authors in Table III . If the patients in category II are added, the incidence of diarrhoea rises to 13-6% which is similar to the figure of 12-0% given by Burge, Rizk, Tompkin, Barth, Hutchison, Longland, McLennan, and Miln (1961) Nevertheless, Polak and Pontes (1956) showed that ox bile extract reduced the steatorrhoea to normal )DY WEIGHT Only levels in five patients with total gastrectomy and rage faecal fat level four patients with subtotal gastrectomy, while I lost weight since pancreatin had no effect. Further investigation of ad increased their biliary and hepatic function after vagotomy seems warranted.
DISCUSSION
In elucidating the cause of post-vagotomy diarrhoea it is necessary to understand the alterations in gastrointestinal physiology produced by vagotomy.
GASTRIC AND INTESTINAL MOBILITY The gastric stasis caused by vagotomy makes a drainage procedure obligatory. The latter, however, may cause rapid gastric emptying. Kay (1962) has shown that the average period of intestinal paralysis after vagotomy is 14 hours, and remarks that small bowel mobility is almost entirely dependent on intrinsic nerve mechanisms and virtually independent of extrinsic nerve influence. Guyton (1961) Thus, no one cause can be credited with the production of post-vagotomy diarrhoea and steatorrhoea. However, the studies undertaken help to elucidate some of the problems.
It has already been observed that 3944% of the patients noted some change in bowel habit. Of these, 13-6 % are in categories I and II and these are considered to have post-vagotomy diarrhoea. Their symptoms and faecal fat levels are described in Table IV . It can be seen that only four of the nine patients having diarrhoea had an average daily faecal fat level above 5 g. Thus, the diarrhoea resulting from vagotomy does not cause steatorrhoea. +14   P3  P12  P13  P14   P17  P22  P23  P24  P25  P28  G7  G9  G10  G13  G16  G18 7.4 7-2 6-0 III   IV  IV  III  IV  IV  IV   II  II   III 
